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A recertification Survey and complaint
investigation #34071 and #34208, were
completed on October 20, 2014, through October
22, 2014 at Holston Manor, No deficiencies were
cited refated to complaint investigation #34208,
Deficiencies were cited related to complaint
investigation #34071 under 42 CFR Part 483,
Requirements for Long Term Care Facilities,

F 157 483.10(b)}{11) NOTIFY OF CHANGES F 157
85=D (INJURYIDECLINEIROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when therg is an
accident involving the resident which resuits in
injury and has the botential for requiring phyzician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (ie,a
deterioration in health, mental, or psychosacial
status in either life threatening conditions or
clinicat complications); a need to alter freatment
significantly (i.e., a need fo discontinue an
existing form of treatment due to adverse
consequencas, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a),

The facility must also promptly notify the residant
and, if known, the resident's tegal representative
or interested famity member when there is a
change in room or roommate assignment as
specified in §483.1 5(e}2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph {b)1) of
s

this section.
LABORATORY DIRECTOR'S P PR TURE TILE {8) DAT.
21 s _ , &7 Y,
Any deficiency slalem i dorttas iency which the InsfituGon may be excused from comecting providing 1t is delerminad that
offier safeguards provilie sy, ’ W clians.) Except for nursing homes, the findings stated above aoe disclosable 80 days

Sy
following the dala of surva -"‘, hather or not a plan of correction Is provided. For nursing homes, the above findings ang plens of correction ara disclosgble 14
days following the date these documents are made availabla lo the fadlity, If defidencies are cited, an approved plan of correction lg raquisita to conlinued
program participation. .
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| The 'faci!lty must record ang reriodically update
‘| the address and phone number of the résident's
| legal represantative or interested farnily, member,

;| This REQUIREMENT is rot met as evidenced

i failed to immaediately nolify the family and

1 thirty-eight residents reviewed,
The findings included:
1 Resident #118 was admitted to the facility on

- October 15, 2012, with diagnoses including
Senile Dementia, Paychosis, Diabates with

‘| Medical record raview of the quarterly Minimum
;| Data Set assessmont dated June 6, 2014,
j revealed the resident scored three of fifteen on

bed mability, toileting, and bathing,

| Hemiplegia R/T [related to] Pravious Cva

1 Medical récord review of a MNurse's Note dated

“I day.resident frequently cfo fcomplained of] L. {left)

by:
Based upon medical record raview, review of a
Tacility invastigation, and interview, the facility

physician of an fai] during transfer with g
mechanicai lift for one resident (#118) of

Neuropathy, Congestive Heart Failure, and
Stroke Syndrome with Left Sided Hemiparesis.

the Brief Interview for Mental Status, indicating
low cognifive abilities; and totally dependent for

Medical recard review of the Gare Plan dated
June 5, 2014, revealed. "Problem...Left Sided

[cerebral vascular accident]...Resigent will be
transferred by [mechanical It} with assist of two "

June 8, 2014, at 6:30 p.m,, revealed, "Threughout

HOLSTON MANOR
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F 187.| Continued From page 1 F 157

The filing.of this Plan of Correction does not
Cconsiitute an admission trat the deficiencles gilegad
did, in fact, exist. This Plan of Correction iy filed

- #% evldence of the Meflity to comply with the
requircment of farticipation and continus to
provide high quality resident earq,

R157

I Nuiss that completed report for Resident #118 1, -’] :
end Risk Manager that investigated are no longer H
: employed at facility,

2. All resideats have the potential to be effected by ]Q’ Zeh
the same deficient practice. All incident rEpotts . L‘
will ba reviewed in clinieat meeling tp ensire
that eotification to family snd physician was
completed timely, .

3. Licensed Staff will be in-serviced ot notification H a% l 4
of respoysible parties snd physicians regarding .
unexpected events and/or change in statys by the

- Risk Manager and/or Divector of Nursing by
November 28, 2014, Education regarding
Natlfication of responsible parties and
plysiclans for unexpected avents apdfor changs
in status will contique to be pravided to ticansed
shff during orientation.

4. Risk Manager wiil continus to raview alj ‘QI i‘-‘ li_!
incidens repons in ¢linical meeting for
notificatiott to responsible parties and physician,

Direclor of Nursing andfor Assistat Director of
Nussing will avdit-5 incident reports per weel x
4 weeks 1o ensure timely notification to
responsible parly and physician. The Cualily
Assurance Committee wilk reviaw resulls during
regularly scheduled meetings to evaluate
findings end amend plan ss Nccessary.

FORM CMS-2587(02-49) Previous Versions Obsolete Evanl ID:RZ8711

-,

L1

FacllllyEr. TNB20g i continuation sheet Page 20$23



NUY. (% /G(4  4:3hPM HOLSTON MANOR No. 1339 praP. ¢ 1
DEPA:-: i nii?:m f Uk HEALTH AND HUMAN SERVICES PRIFORM Ayié%%%}Eé

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0038-0351

STATEMENT OF DEFICIENCIES (X1 PRUVIDER!SUPPLIERJGUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

445295 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY., STATE, ZIP CODE

3641 MEMORIAL BLVD
HOLSTON maNOR KINGSPORT, TN 37864

{Xa}1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
" PREFIX (EACH DEFICIENGY WMUST BE PRECEDED RY BULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED Tg THE APPROPRIATE DATE
DEFICIENGY)

10/22/2014

F 167 | Continued From page 2 F 157

arm pain...NP [Nurse Practitioner] in house new
orders received.. daughter in house notified,. *

Review of a facility investigation dated June 9,
2014, reveated the Investigation had been
Comnpleted by the Risk Manager Registered
Nurse for a fali on June 5, 2014, involving
resident #118. Review revealed the physician
and the family were notified of the fall during
transfer on June G, 2014,

Interview with the DRirector of Nursing (DON} on

clober 22, 2014, at 10:00 a.m., in the DON'g
office, confirmed the family and physician had not
been nolified of the fajl during transfer with g
mecahnical lift on June 3, 2014, involving resident
#118ina timely manner,

C/O #34071
F241(483.1 5(a} DIGNITY AND RESPECT OF F 241
$8=D; INDIVIDUALITY

This REQUIREMENT is not mef as evidenced
by:

Based on observation and interview, the facllity
failed to provide dignity for one (#1 92} of
thirty-eight residents reviewed,

The findings included:

Resident #192 was re-admitled on April 7, 2014,
with diagnoses including Jejunal | Mussusception
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 (collapse of the small intestine), Diarrhea,

Dementis, Schizophrenia with Parangia, and

Gastric ESOphageal Reflux Disease. The fifing of this Plan of Correction does ngt

consthiute an adinission that the defleiencies alleged

| Observation on October 20, 2014, at 1:45 p.m., In 4id, in fact, exist. This Plan of Correctionis filag ~ |
«| the resident's room, revealed the resident was s Wliﬂme ;Jf ;ht ﬂ;_c‘__i’!ifs't;ﬂ wml}ﬂl!‘ “ﬂth ﬂl:u . '
¢| sitting in the wheelchair near the doorway, eafing requirement of participation an continue
| breakfast, with no pants on, and the legs ' frovide high.quality.resident care.
€xposed. Continued observation revealed a pair F24) )
.| of pants lving on the floor near the doorway soiled _ _ . "
with feces and the room had a strong feces.odor | . I On10720/14 Resident #192 vas asaisted by staff |0‘ sl
radiatin g out Into the h aliway. . to oblajn clean ¢lathing, the soiled clq!hmg in l '
” . the roos was removed pnd housekesping '
! o . ' cleaned room, On 1020114 bathroom in o
- | Interview with the Housekeeper at the time of the Resident #192 room cleanied and il soifed items b
.| ebservation confirmed the resident had no pants ﬂﬁmﬁ”"";‘ gld 1‘3?23?1'3{3’{’"‘ e 1iss Iaaliq
. W mopped, Op "14 Resident
. ?n' legsdwere dgxtlij Dsed't t.he r?homhhﬁd a §tr0ng was assisted to tha shower by Staff where soiled
(|feces o or radiating ou mtg & hallway, and clothing was removed and care provided, Staff
feces soiled pants were laying on the floor, also brought wheelchair 1o siower room and
cleaned thoroughly, ’
Observation on October 20, 2014, af 4:08 p.m., in 2 Oa 10720/14 rounds were made by Nursing i0faol;
the resident's bathroom revealed feces in the : ot magement thtoughout fucility 10 ensurs hat ’ I
. . L . 2l gthet vesidents wore ot affected by this .
toilet, toilet paper soiled with feces on the flogr, practice. No issuts were jdentified duting,
'{ feces soiled pants on the floor: and the bathraom rounds. Resident #192 was assessed and no
-| and bedroom had a faul odor. changes were noted from his base line.
. 3. Nursing Staff will be in-serviced by Riskc . [ { ’%
: ; ; h . iy
i . . - Mengger and/or Direct f M D -
o[ Inferview with the Director of Nursing on Qctober o Respae;‘m !:‘rfccl!i?: :;nct’ml gfggvi?nbﬂg ,
- | 22, 2014, at 3:00 p.in., in the central supply office 2014. This training will confinus to be jnefided
confirmed when the resident was seen in the ) g’ag'd"'é““:b';’e‘“ ::.‘::fg‘“;. y + and '
. - : . nt'observations. Fdignily, respect an, .Y .
wheelehair ghd doomray o the_ room, with no . infection control will be preformed at difterent J 3.'(.' H
"I pants, legs exposed, feces sofled pants on.the . times of the day to ensure compliance by the
floor, and a strong feces odor radiating out inte Nursing Supervisors and or Risk Manager (3
't the haliway, dignity was not provided. Audits per week x 4 weeks) Quality Assurance -
, Commitees will review results Qurin_g reguladly
Observation with Licensed Practical Nurse (LPN woped ;dm"’:: ﬁﬂf:s;:;‘fa'"m findings and
. | #5) on October 22, 2014, at 10:00 a.m,, in the §
1 600 haliway, of the resident's wheelchair revealgd
-dried food and brown liquid on thee foot rest
helders, and other metaf areas on the lower part
of the wheelchair, the metal side of the wheel
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chair, and both

dried food debr

schadules, and

by

Incontinence,

Medical record
Pata Set asses

F 241 Continued From page 4

arm rests. Continued observation

revealad the resident's jacket with dried food
dsbils on the front and on the sleeve cuffs.

Inferview with LPN #5 on October 22,2014, at
10:00 a.m., in the 600 hallway, confirmed dignity
was not provided when the resident was teft with
is on the clothes and whaelchair,
F 242 | 483.1 5{h) SELF—DETERMINATION -RIGHT TO
$8=D | MAKE CHOQICES

The resident has the right to choose activities,

health care conslstent with his or

her interests, assessments, and plans of carg;
interact with members of the community both
inside and outside the facllity; and make choices
about aspects of his or her life in the facllity that
are significant to the resident.

This REQUIREMENT is not met as evidenced

Based an medical record review, review of the
facility Work Sheet log, observation, facllity policy
review, and interview, the facility failed to honor
the preferences of one resident (#130) of
thirty-eight residents raviewed.

The findings inciuded:

Resident #130 was admitted on November 12,
2010, with diagnoses including Diabetes Mellitus,
Late Effects Cerebrovasgular Acgident,
Hemiplegia, Hypertension, and Urinary

review of the Annual Minimum
sment dated July 25, 2014,

F 241

F 242
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SUMMARY STATEMENT oF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION e
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The filing of this Plan or Correction does not
F 242( Continyey From page 5 F 242  constitute an #dmission that the deficiencics alieged
revealed, the resident scored fitean out of fittoen | f:";‘,’l',}::‘:f! et gt:ﬂ;':: :{,,‘,i;’,;'f;;';";,;: fed
-1 on the Brief Interview for Menta! Status ipdicallng requirement ofparﬁcipxtéqn and confinue to
the resident Was cognitively intact for daily brovide high quality resident care,
decision making Continued review revealed the )
| tesident required extensive assistance of two L2q
- Persons for bed mobility and transfers, and wag L. Onluana Mutsing Supervisor revieweq I lﬂa.
i dependent with assistance of gne persen for shower preference and preference on what time h‘i
‘ bathing, she would fike 10 get oyt of bag with Resident 3
#130. Resident’s shower seheduled was changed
. . . to ti ing shi t
| Medical record review of the Sociay Services note edu;:t:‘;‘g;“g,;’;;,‘,‘,;‘,’,’;f;’:f;::,,;"g‘;{j‘;{c " i!"! iy
dated November 1 5, 2010, ravealed, Resident #130 Kardex ang carp Plan were
| "-Slgnificant Life Experiences fcontinued)...was Updated to reflect these preferences. On | 4
| admitted from home after...family was unable to ﬂ*”!;?“&%gfﬁf °f”$‘"g “"‘*""“’“‘b"",‘“’
| care for...gats up at 9 am, Goes 1o bed around 9 mect 1d i reTe e identified, Ao
. . " . :
1 -10 pm...showers for bathing in Pp {evening].,, Director of Nutsing also reviewed medication
) _ tirses and breakfas! fime with resideny, Residant
Review of the 40p Wing Work Shegt Iog with the aueited that medication times be lefy g they
residents' bathing schedyjes revesled resident Do would like brealfyst around 9AM.
#130 had b hedui bathi Dietary Manager was fetified and reigent wip
_ een scheduied for athing on the receive breskfast at 9AM, Kardex any Cre Plan
.| dayshift, .were updated {0 reflect tlicse Preferetces,
2. All residents have the polential to be sffeclad by ‘D’ adliy
| Review of fa cility poli oy, Qu ality of Life, the same deficient practice, Oy 10/22/14
" Aclivities Diirector and Central Supply Clerk
Accommodation of Needs;, fevealed, " .1 The e ;
- . interviewed resfdants for their breferences, No
resident's individuat needs and preferences shall other issues were jdentified,
€ accommodated to the extent possible except 3. Staff will be insserviced on Self Determinatiop- i l 9.0' L
when the health ang safely of the indivigual or Resident’s Right to make chaices baut aspeces

L

i1 Interview with the resident on Qctober 20, 2014,

resident had not been getting up in the morning
according to personal preferences, Continugg
interview confirmed the resident gets Up around

am.

;1 at4:02 p.m., in the resident's room, confirmed the

| 8:00 a.m., but would prefer not tg get up untit 9:00

on_usme: life in facility 1hay are signjficant o

new admjssipps.

4. Rondom interviews will ke conducted by
Narsing Supervisars and gr Risk Manager to
ensure resident’s preferences aro baing met.{ 5
interviews et week % d weekg, 3 interviews per
week x 2 weeks, 2 fnterviews per week x |
week) Quality Assurance Commirtes will
Jeview resulis during regulary schedyteq

mettings to evaluate findings 20d gmend plon ag
' necessary.

ey
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F 242

F 280
88=D

Continuad From page

interview with the resident on Cclober 22, 2014,
at 10:25 a.m., In the resident's room confirmed
"Usually gets a shower on day shift, but still
prefers to shower in the evening, and would
prefer to get up in the morning at 9:00 a.m,,
instead of 8:00 a.m,

Interview with Licensed Practical Nurse #1, on
October 22, 2014, at 10129 a.m., at the 400 hall
nurse’s station, confirmed the resident usually is .
awakened around 7:00 a.m., for medication
administration, and again between 7:30am., and
8:00 a.m., for breakfast.

Interview with Certified Nursing Assistant (CNA
#1) on October 22,2014, at 10:43 a.m., at the
4990 hall nurse’s station, confirmed the resident
gete up around 7:00 a.m., for the breakfast meal.

Interview with the Social Services Director (8SD)
on October 22, 2044, at 314 p.m., in the SSD's
office, confirmed the resident's preferences had
not been addressed for scheduling time to get up
in the morning and the resident's preference for
bathing. Continued interview confirmed the
facility’s policy for accommodation of needs had
not been implementead.

483.20(d)(3), 483.10(k){2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompatent or otherwise found to be
incapacitated under the iaws of the State, to
participate in planning care and tfreatment or
changes in care and treatment,

A comprehensive care plan must be developed
within 7 days after the completion of the

F 242

F 280
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-COmprehensiye assessment, prepared by an I this Plaiof Correction doas not
: intardisciplinary team, that includes the attending Q,iﬂﬂ,'lﬁ :ntaclt:nis:il;: fh:tr:;: dffllcleiicies alleged
physician, a registered nurse with responsibility did, in fact, exist. This Plan orComc_ﬁun is filed
| for the resident, ang other appropriate staff in i "as evidence of the facility o comply with the
disclplines as determineg by the resident's needs "‘I““‘““?"*“fl’;‘."“""‘"]‘é"’“r g, ontinue to
and, fo the extent praticable, the participation of | Provide bigh quaiity resident care.
. the resident the resident's family or the resident's F290
fegal répresentative; and periodically reviewed /14 MDS Coordinato ted
1. Cnl0Rui4 dordinator corrested caro. ; '
g;ghrz‘:::gsg eaI_'tteam Of qualified persons after ' Plan for Resident #205 to reflect that resident js ' DJ 2l lq
) always |ncontinent, . .
2. MDS Ceordinators will complete [00% reviaw )
of all care plans 10 ensure that the bowe! sl il ‘ ‘1%|
bladder care plan raflects the residene’s current l“‘
Starlis, Review wil[ be complsted by Nevember
Jo. , 28, 2014,
Th_:s REQUIREMENT is not met as evidenced 3. Resident Assessmont Specialist completed in- s
by: ) . service with MDS Coordinatars oy 11/3/14 on ‘ q SI p‘-i
| Based on medical record reviéw and interview, Cars Planning in Lorg Tetim Care per RAl
the facility failed to revise the Care Plan for ¢ n manual 3.0, , .
resident t(}';552‘35) of four rez;iderft-;;11 revle?vet? '1-’0?' ° 4 ,‘3;;";“;“"3}]{“;;‘3’,?% harts oo pent D 4 veeks ['&JGI
7| Urinary incantinence of thirty-eight resident's fo ensnu?e that care plan reflects resident cyrrent ' J“'
.| reviewed, : bowe] and bladuer starys, Quality Assurence
. Committes wil] review rosults dfl._]l‘l:;lg regul:rly
A . scheduled mestings to syajusts indings an
The findings ncluded: amend plan as necessary, [
| Resident #205 was admitted to the facility on Aprif
22, 2014, with diagnoses Including Diabstes,
Altered Mental Status, Convulsions, Psychosis,
Insomnia, Mental Disorder, Schizoaffective .
y Disease, Urinary Incentinence, and Anxiety Stata.
‘Medical record review of the Admission Minimum
Data Set (MDS) dated April 29, 2014, revealeq
the resident frequently incontinent,
Medical record review of the Quarterly MDS
dated July 29, 201 4, revealed the resident always
incontinent.
Medical record review of the Care Plan dated
FORM CMS-2567(02-08) Previgus Versions Ohsglere Event ip; RZB711 Facliity |9; TNgz0g If continuation shest Page 8of23



ot W LUT4E 41 38FM  HOLSTON MANOR

No. 1339mINP. 12 1/03/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~SENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 ,
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
445295 B. WING — 10/22/2614
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiF GODE
3841 MEMORIAL BLVD
HOLSTON MANGR KINGSPORT, TN 37884
SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (xs)
é’é‘fs};& {EAGH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATIDN) TAG CROSS-REFERENCED TG THE APPROPRIATE
DEFICIENCY)
F 280! Continued From page 8 F 280

Aprit 30, 2014, revealed "...Resident is frequently
incontinent of Bowe!/Bladder.. "

Medical record review of an Updated Care Plan
dated August 1, 2014, revealed "_..Resident is
frequently incontinent of Bowei/Bladder.. "

interview with the MDS Coordinator on Qctober
21, 2014, at 3:00 p.m » at the 100 nursing station
confirmed the care plan had not been revised to
refiect the resident is always incontinent.

F 318 483.25(d) NO CATHETER, PREVENT UTl, F 315
$8=D | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure thata
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's ¢linlcal condition demonstrates that
catheterization was necessary, and a resident
who is incontinent of bladder receives approprigte
treatment and services 1o prevent urinary tract
infections and to restors as much norma! bladder
function as possible,

This REQUIREMENT is nof met as evidenced
by:
Based on medical recorg review, facility policy
review, and intarview, the facllity failed to
complete a bladder assessment anhd develop an
indlvidualized tolleting plan for three residents
(#110, #205, #59) of four of thirty-elght residents

reviewed,
The findings included:

Resident #110 was admiited to the facility on May

FORM CMS-2567(02-89) Previous Verzslons Obsoleta Even( ID:RZB7TI Faclity ID: TN820% If continuation sheat Page 90f23
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F 315 Continued From page o F 315 he g of this isn of Correction does o
. . v - e:ngo,t 1% Plan o orrection does o
29, 2014, with diagnoses ncluding Intracerabral constitute an admission that the deficioncies alleged
Hemorrhage, Late EffectsfHemlplegia, _ did, in Fact, exist. This Plan of Correctigy fs filed
Dysphagia, Abnarmality of Gait, Lack of 45 evidence of the facility to comply with the
Coordination, Cerebral Vaseular Accident, prvideeat of 1’;‘."“9”".‘;""’:"3“‘“““"“‘ w0
Neuropathy,Urinary incontinence, and provide figh guality resident care,
1 Osteoporosis. . F3ls
' Medioal record review of the Admission Minimum L On 102714 Nursing Mansgemeat completed 1012? h‘i
Data Set (MDS) dated June 5, 2014, revealed the Py and st Assesstments on Residents §
resident WE.IS frequenﬂjf inooptinen; (dEﬁned.as 7 2. Al ;esidenls havg llic potential to be affacted by '
Or more episodes of urinary incontinence), - the same deficient practice: Nursing | l[ a%hq
, Management wif] complate 100% review Fai]
*| Medical record review of the Quarterly MDS charts to ensure 8 I:urrun; ba_we! and. bladdgrl
| Sated August 29, 2014, revealed the resident wag deveop if e Novermorrans willbe
always |n°°'}h‘r|em (defined as no episodes of 3. Staffwill be in-serviced on completing bowel illa. 0‘
continent voiding), and bladdec aysegsments and the ue of foileting i‘i
plens by Directof of Nursing and or Assigtant
| Medical record review of a Bladder Incontienge P'E“f““ °;f"‘{;§'$5 "ﬁ:&"""“'}"e" 20, 2014. This
Evaluation comploted on May 28, 2014, revealed orientagon, 22 U added to the new i
the resident incontinent. 4. Director of Nursing and/or Assistang Director of , Q' 4 ’ p
. Nursing will audit pew admission charts i ' ‘f
Review of facilily poligy, Bladder Management Clinical review to ensure that bowe) eng Bladder
| (Retraining) Program, reveaied "...Purpose: ;f::‘:;’;";'ﬁ':?}':j:;ﬁﬂ;ﬁfﬁ:ﬁ%ﬁf:ﬂ?ﬁf
Retraining programs_. are appropriate for residents Nursing or Assistant Director of Narsing wi|
1 who are able {g participate and have ihe cognitive audt 5 charts per weelk x 4 weeks to ensurg that
4 ability to understang and follow ﬁ)?;*:! a“dlblad‘::; :zsffs_s“;?mf fjfe 30'“!!_’:;“ &nd
. . . Jumgpanss ipdicated, 3l
g;rg;:ttonsﬂnslru_ctions. To res[o_re optimum level : Assuranes Commitiee will review results during
qdder funcﬂon.-.Procedure. (12) Develop regularly scheduled mestings 1o evalugte
toileting schedule with the regident's participation, findings and emend plap g3 necessary.
| Tolleting scheduyle should be as close fo the
resident's customary routine as possible, (16)
Observe and record the resident's voiding pattern
and revige toileting schedule fo meet resident's
needs. This should be done until a routine is
established._*
Interview with the Assistant Director of Nursing
[ (ADON} in the 10g nurse's station on Octoher 21,
2014, at 3:45 P-m., confirmed the residant had
FORM cMs-255nnz~99) Previous Varsiang Obsofate Event ID; RZB714 Faclity 1D ‘Tnezon If continvation sheet Page 100f22
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Co'ntinued From page 10

not been assessed for a bladder program and an

individualized toiteting program had not been
developed,

Resldent #205 was admitted to the facility on April
22, 2014, with diagnoses including Diabetes,
Altered Mental Status, Convulgions, Psychosis,
Insomnia, Menta) Disorder, Schizoaffective
Disease, Urinary Incontience, and Anxiety State,

Medieal record review of the Admission MDS
dated Aprit 29, 2014, revealad the resident
frequently incontinent.

Medical record review of the Quarterly MDS

dated July 29, 2014, revealed the resident always
incontinent,

Medical record review of a Bladdsr Evaluation
completed on April 22, 2014, revealed the
resident incontinent of bladder.

Interview with the ADON in the conference room
on October 22, 2014, at 2:30 p.m., confirmed the
resident had not heen assessed for a bladder
program, and an individualized toileting program
had not been developed.

Resident #59 was admitted to the facility on
March 3, 2014, with diagnoses Including Late
Effect Cerebral infarction, Stroke Syndrome, and
History of Left-Sided Hemiparesis.

Medical record review of the Physiclan's Visit
Note dated March 4, 2014, revealed,™...62 year
old...recently hospitalizad with persistent naysea
and vomifing...very deconditioned...s/p fstatus
posf] CVA [cerebral vascular accident] with isft
sided weakness and guite debfitated...transferred

F 315
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F 315 | Gontinued From page 11 F 315

to Iname of nursing homej for rehab $ervices and
! consider LTC (ong term care) placement,..”

Observation on October 20, 2014, from 11:40
a.m,, through 12:45 P-m., revealed resident #59
in the main dining room, seated in o wheelchajr,
accompanied by & visitor.

Observation on October 20, 2014, gt 3:30 p.m., of 1 '
the 400 haliway outside of resident #59's room ’
revegled strong odor of urine,

Interview with Cerified Nursing Assistant {CNA)
#1, at the time of the observation, in the 400
hallway revealed, "We just changed [resident
#59)..1 can change out the fragh bag."

recently put into the bed with a "ift” after being up
in the wheelchaiy sihcs "after breakfast ™
interview continued and revealed the resident
tolleted at home {prior to admission) by standing,
- | pivating, and using a bedside commods with
assistance of the son who was also present for
the interview.

Medical record review of the Bladder
Incontinence Evaluation dated March 3 2014,
revealed, “...Perception of Need to Void:
Diminished...Dajly incontinence episodes (some
control)...Evaluation for Bladder Program
Potential...Pian: 2 #ir [hour] bladder mamtenance
program,”

Interview with one Restorative CNA {#3), one
dayshift CNA (#4) and one evening shift CNA
(#3), in the 500 haliway together on October 22,

FORM CMS-2567(02-98) Previous Verslons Obsolate Evant iD: R2B711 Facility ID: TN820g9 ) If continuation sheet Fage 12 of22
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F 315 | Continueg From page 12 F 315

2014, at 2:45 p.m., revealed the following:
resident #59 had not been on a toileting program
from admission to the present time; the three
CNA's stated the resident's "knees don't always
hold™ for a stand and pivot transfer; the resident
was transferred using g mechanical iift; the
bathroom would not accommeodate the [ift: the
facility did not have a sit-to-stand devige to
support a resident with ohe-sided weakness to

- safely transfer: the use of a bedside commode
was allowed in the facility; and the resident
presently wore an incontinent brief at al limes.

Intarview with dayshift Licensed Practical Nurse
{LPN) #1 and evening shift LPN #8, at the 400
nursing station at 3:25 P-m., on Qctober 22, 2014,
confirmed a scheduled tolleting pragram oy
promote resident #59's bladder continence had
not been developed following the March 2014
plan for a "hladder maintenance program.”

Interview with the Director of Nursing (DON) at
3:35 p.m., on October 22, 2014, in the DON's
office, confirmed Resident #59 hag not had the
benefit of 5 toileting program and had a decline in
bladder cantinenge.

F 318 483.26(e)(2) INCREASE/PREVENT DECREASE 318
88=pi N RANGE OF MOTION

Based on the comprehsnsive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion.

—
FORM CMS-2587(02.99) Pravious Versions Obsglefe EventiD:R2871 Facllity ID: TnB209 If conlinugltion sheet Page 13 of 23
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FREFIX {EACH DEPICIENCY MUST, BE PRECEDED By FULL PREFIX : (EAgH &Dggescrlf\?g f&%o:f 5‘58&%’“55 COMPLETION
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. DEFICIENCY)
F 318 Continued From bage 13 - F318 The filing of this Plan of Correction does nof
. This.RE i i - constitute an admission that the deficiencics alleged
by: Q_UIREMENT s_“‘“’t met as ewdenced dld, in fact, exigt. This Plan of Cotrection is filed
Based on medical rosord revisw, observation, ::q‘;;f:m“:::’or;';::’g‘gg{;gﬂ‘:ﬂg;};ﬁ?&
- and interview, the facility fafled to provide provide high quslity resident oare,
| rehabilitation services tor a contracture for ong
| resident (#59) of thirty-eight resident's reviewed, E318
P - L. Onl1)/12/14 Resident & 59 was svaluated by [f’
The finding included: lherapydand picked up o case load, " _— mli‘i
. 2. Allresidents with contractutes bave [ ¢ potentia .
Resident #59 wag admitted {o the fagility on %o bo effected by the some deficient practice, I ];ajlf-\
| March 3; 2014, with diagnoses including Late fﬁ;‘;@g‘;"gﬁfg‘{?ﬁ;{‘,‘ﬁ;‘;}‘? elires vore
Effed Cerebral |_nfaf'0ﬁ0ﬂ. Strokt? Syndrome, and _ 3. Direl:lor of Nursing is;n-servicad Di'raclér of . Iy , ’
History of Left-Sided Hemlparesis, Therapy an somplefing the seeean form ilfia, !L'
: completely to ensure ihar ali areas are addrcs_.scd
| Medical record review of the Physician's Visit on form on ll 16'12’1?- Directoy of Tperaﬁy will
Note dated March 4, 2014, reveated, *. .62 year : Eﬁ:f;ﬁ::ly L?ﬂ‘}’?}ig‘}'i”&feiiﬂi“o‘fﬁifs’fﬁg
old...recently hospitalizad with persistent nayseg in-serviced MDS nurses on 11/(2/14 that if
and vomiting...very deconditioned...s/p [status - chaiige in resident’s fanctional status is noted
Post] CVA [cerebral vaseular accident] with left ~ Jowing MDS review, they will natify Director of
sided weakness and quite debilitated.. transterred s : ;
to [name of nursing homej for rehab sarvices and * g:;ﬁ:; ﬁ:ﬁfﬂ:ﬁ 2?.";'2;‘2:’}3?32 E’;T&w of IQM 4
consider LTC flong term care] month: at manths end to ensure that ail forms are _
placement...Discussio A/Summary - OT and PT_» Eompleted appropriately. Quality Assurance
Committee will review resuits during regulacly
Observation on October 20, 201 4, from 11:40- :;I::: ifﬂ,’," :: 2:5:;:;;:3!“18 findings and
a.m., through 12:45 p.m,, revealed resident #59
1 In the main iNing room, seated in 5 wheelchair,
accompanied by a visitor, Observation reveaied
the resident fed seif with the right hand and the
visitor wheeled the resident from the dining raom
4 Observation on October 26, 2014, at 3:35 p.m.,
.| revealed a contracture of the loft hand and
non-use of the left arm. Interview with the son at .
the time of the observation revealed the resigent
had braviously had g splint for the left hand "at
home."
| ©Observation on Octaher 22, 201 4, at 9:30 a.m., at
FORM CM8-2567(02-99) Previous Versions Obsolete Event it: Rza711 Facility rD: Th8200 If continuation shest Page 140123
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F 318 | Continued From page 14 F 318

the doorway of the resident's room, revealed the
resident could use the right hand to grasp the
cantracted left hand and extend the fingers of the
left hand out into an open position,

Medical record review of the quarterly Minimum
Data Set assessment dated June 2, 2014,
reveated "Functional Limitation in Range of
Motion® of one side of body for both the upper
and lower extremities.

Medical record review of the Care Plan with an
initial date of Mareh 12, 2014, and updated
August 24, 2014, revealed,

: "ProblemiNeed...HemiparesislParalysls...to left
side with contracture to Jeft hand."

Interview with the Rehabilitation Director at the
400 nursing station at 8:20 p.m., on October 22,
2014, reveaied the resident had been scresned
on March 5, 2014, and on July 28, 2014, for
rehabilitation needs, Continued interview
confirmed on the 8creening record there were
twslve areas with a Yes or No response required
"if change or limitation” was observed and all
these areas were left blanic. Further interview
confirmed the tweive areas included ADL
[activities of daily living], Transfers, and Joint .
Mobility. Continued interview with the
Rehabilitation Director reveaied "the resident :
cannot be touch during a sCraening...nursing
didn't et us know of any needs." Interview
confirmed the resident did not receive a Physical
Therapy or Occupational Therapy evaluation after
admission and the two Rehabilitation Screenings
had not identified the contracture of the left hand.
F 323 483.26(h) FREE OF ACCIDENTY F 323
88=D HAZARDSJSUPERVJSIONIDEVICES
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F 323} Continued From page 15 ! F 323
‘T - s --:n:e 1ling of this Plan of Correction does 1o o
. Tha facllity must ensure that the resident constitute an admission thet the deficiencies alleged
- environment remains as free of aceident hazards did, in fact, exist. This Plan of Correctign is filed
-] @s 1s possible; and each resident receives as evldence ff ;he fﬂ_dimft 1o comply wlith the
j 3dequate supervision and assistance devices to St of parlicipation and eontiuue to
- provide high quality resident care, '
4 prevent accldents, -
N E323 N
1. Resident# 118 no fonger resides in facility, T} 14
] 2. Al residents have the potential to be affepted by ’
do . the sama deficient prectice. Al ineident reports )
This REQUIREMENT is not met as evidenced will ba reviewed inpuli'nica[ mnetingtobns'gm .[.! Jﬂ%h‘f
. by: that contributing factors are used in svalvation of .
' Based on medical record reviw, review of 3 m‘s"“‘ffg gf mﬁacﬁf&'@“ “’Si.s“g E‘“id""‘
. e o : . . . . . WIER hoysr liRt will be in-secviced by
4 faciiity investigation, and interview, the facllity Direstor of Nursing regarding Safe Use o f Hoyer
falled to ensure safely was provided during a Lifts-with trunsfers by November 28,2014,
transfer with a mechanical fift of one resident 3 Risk Menager andlor Director of Nursiig willin- jafcdiy
.| (#118) of thirty-eight residents reviewed. Hoves i rsing s‘afffeﬁ%y“gﬂg s o of '
] ayer Wwith.transfers 2rem , 2014, ] I FY
1 The firdinas included: Diregtor of Nursing in-serviced Risk Mansger on “[Ml i'f
qrt It : 10727/14 regarding ensuring that capiributing 'l :
: factors are used it the evaluation of togt ceuse of [6[ X2 [Q
‘| Resident #118 was admitted to the facility on Paent Licensed Nurses will be in-serviceg by .
October 16, 2012, with dlagnoses including.. Risk M“l;ﬂef i or P‘fef‘;wf Of Nursing on
| Senlle Dementia, Psychosls, Disbetes.with cvRluatoon of rout coning | ety ln
| Neurgpathy, Congestive Hea_rl Failure, and . 20, 2014. This teainjog will also be ddded to the
i Stroke Syndrome with Left Sided Hemiparesis. e hlre orientation, -
. 4. ]:E‘rectm of Nusing and/r Risk Manager will H A J ‘q
g ] . .. Doserve staff completing hoyer lift with residents
Dt Set geansemn axe Uty Miimurn Ot s e sing e |
' s 8 observations per week 1 4 weeks. Risk Manager
1 revealed the resident scored three of fiftean on will coutinue to review sll incident KEpaTts in
"{ the Brief Interview for Mental Status, indicating g“:‘“l g ta Sriee ’1":‘ centributing
{ fow cognitiva abilities and totally dependent for 0;’,3;:’;,;,‘;';}%;‘0*;Nﬁ‘mﬁ;ﬁgﬁg,iﬁ‘;f&ﬁ“se
. bed mobitlity, toileting, and bathing. ' Director of Nursing will audit 5 incident reports
. . perweekxd weeks {o snsure that contributing
1 Medical record review of the Care Pian dated fa:':;s E[:atl'i?;i:::?a::;e W\;‘m?g;f oot
June_ 5, 2014! revealed, Proble_l’_ﬂ...LBﬂ Sided Teview results during rogulacly scheduled
Hemiplegla R/T {related to] Previous CW_\ meetings o cvaluate findings and smend plan ag
-1 [cerabral vascular accident}...Resident will be necessary.
| transferrad by [mechanical liff] with assist of two,*
FORM CM3-2567(02-99) Previous Verslans Ghsolals Event IE;RZB711 Facilily ID: TH8209
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up and dowrn ag

lift out of the way s0

orders received...daughter in house notifled,. "

Review of g facility investigation dated June 9,
2014, revealed the investigation had been
completed by the Risk Manager Registered
Nurse for a fall during a transfer involving resident
#118 on June 5, 2014, Review of the
Investigalion révealed the resident was injured

Mmechanical ift, Review of the Narrative seagtion
of the investigation revaaled, "Set in floor by
CNA's...no sign of injury..."

Interview with the Licensed Practical Nurse (LPN)
#7 by telephone on October 21, 291 4, at 6:30

Interview with one of the two Certified Nursing
Assistants (CNA} #86, at 8:00 p.m., on October 21,
2014, by telephone rovealed the CNA's
recounting of the details of the incident included
CNA#6 being in charge of the mechanical lift and
".{the regident] wag moving the right, good leg
being lowared g the
chair...began to slide out of the seat of the chair
because of the leg motion._.| was trying to get the

interview with the Director of Nursing (DONj) on
October 22, 2014, at 10:00 a.m., in the DON'

{the resident] wouldn't hit it,, *

SYATEMENT OF DEFIGIENGIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A. BUILOING COMPLETED
445295 B.winG 10/2212014
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, cry, TTATE, zIP CODE
3641 MEMORIAL BLVD
HOLSTON MANOR KINGSPORT, TN a7ase
X4) 10 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION 046)
rSRE)F[x (EACH DEFICIENCY MUST BE PRECEDED o7 FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETTON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-nspsnegggg 10 g\;;:—: APPROPRIATE A
F 323 | Continued From page 16 ’ F 323
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION

PREFIX
TAG

(EACH DEFICIENCY MUST BE PRECEDED BY FuLL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX
TAG

{EAGH CORRECTIVE AGTION SHOULD 8E
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

{X5)
COMPLETION
DaTE

F 323 Continued From page 17

office, confirmed the following: The resident had
been safely transferred previously with the
mechanical lift; the facility's investigation had nof
identified contributing factors when a transfar with
the mechanicai lift on Jure 5, 20114, rasulted in
the resident on the floor; the resident's agitated
movement of the right leg indicated a safe
transier of the resident was in question; angd
continuing te transfer the resident to a chair
contributed to the resident ending up on the flgor,

C/O #34071

483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

F 332
88=D

The facility must ensure that it is free of
medication error rates of five percent or greater,

This REQUIREMENT is not met as evidenced
by:

Based on observation, medieal racord review,
of twenty-seven medications without error

resulting In a 10.35% {percent) medication errar
rate,

The findings included:

Resident #198 was admilted to the facility on
January 21, 2014, with diagnoses including

and Depressive Psychosis,
CQbservation on October 21, 2014, at 8:30 a.m,, in

resident #198's room revealed Llcensed Practicg)
Nurse (LPN #3) administerad one fablet of

and interview, the fagility failed to administer thres

Dementia with Behavior Disturbance, Depression,

F 323

F332
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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445295 B. WING 1072212014

NAME OF PROVIDER OR SURPLIER
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| Physician's order was for 28 mg resulting in a
.| medication error,

| Resident #204 was admitted 1o the facility on April

3, 2014, with diagnoses inciuding Alzheimer's
Dementia, Depression, and Anxiety.

Observation an October 22, 2014, at 7:40 a.m., in
resident #204's room revealed LPN #2

D SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5
x‘g)plm {EAGH BEFICIENCY MUST,BE PRECEDEDBY FULL PRERIX (EACH CORRECTIVE ACTION SHOULD BE cmgkénou
TAG REGULATORY ORLEC | TFYTMG INFDRMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE

. . DEFICIENCY)
332/ Continued From page 18 F 332 The fling of this Plan of Correction docs mot
-Namenda XR 7 mg (milllgrams){antipsychotic constitute an admission that the deficiencies alleged
medication), . did, in fact, exist. This Plan of Cocrection fs Bled
ay evidence of the neility-to comply with the
" N T Ivement of participaticn and continue top
Medical record review of the Physician's ordes provide High noieanation e e
| dated May 18, 201 4, revealed Namenda XR 28
mg by mouth daily, . Fas
. . . . . o0r21/ i
interview with LPN #3 on October 21, 2014, at ! oorzelr grl A;g:;i?f;{?f:::ﬁ:ﬁﬁ::d}g {6 4
830 a.m., atthe 600 nurse's desk confirmed Tesident's room end administered 3 additional 7 4
resident #198 received 7 mg of Namenda and the mg pills to equal the ordered doss £ 28me. On

10/22/14 Nurse#2 ceviewed Nameyda HR order ! 6' Qi
for Resident #204, Nucse#2 refurmed to a iq
resident’s raom and administered 3 additional 7
mg pills to equal the ardered dose of 28mg. On
1072214 Nursing Supervisor reviswed orders for
Resident #20. Medication crror report was
completed for missed doses of Flagyl. Physician
way netified and order veceived for Flagyl

500mg po q 8 hours x 7 more days. Nursing
Supervisor completed assessment of resident and
no changss from baseline ware noted,

administered one tablet of Namenda XR 7ing. 2. Altresidents are at risk, All Tesidents with orders 'blaﬂ iY
for Namu:da XR 28mg were revicwed on
. . . 10722114 by the Director of Nursing. Director of
Medical record review of the Physician's order Nursing m’,;p,md MAR to cart ,mfm a,:j
dated July 24, 2014, revealad Namenda XR 28 medication count and no issues wers poted.
my by mouth daily, MARS and medication boxes have been marked
; tc& lndi:i:ate that 4 pil!sf:;l;rs; be given to cqual the
28mg doge, 5 right icali
| Interview with LPN #2 on QOctober 22, 2014, at Mm?ms,,:ﬁo,??i:,,?ﬁu‘l,ﬁﬁ:d to Nutsel2
8:15 a.m., in the 300 hallway confirmad Resident and #3 by Director of Nucsing on 10/22/]4, lt ( ml 4
#204 received 7 mg of Namenda, and the 3 ‘I;mnsde_d ﬁmﬁdwi!l Fe”i;:_-ser;;cle{lh?‘n 13’ fights
H ] - edication mints; ion anager
Phys:Icra_n s qrder was for 28 my restliing in a and/or Director of Nursing by November 30
medication error, 2014. This training will continue to be included
in resw hire otientation.
Resident #20 was re-admitted to the facility on 4. Assistant Director of Nursing and/or Director of 2 }fé / 1y
October 17, 2014, with diagnoses including : N“‘]““g will complete m;dlf"““ pass
MRSA (Methicillin Residtant Staphlococous ek x 4 s oicensed Nurses (4 nugses
. | S i weekly x 4 weeks). Quality Assurance
Aureus, contagious infection), Sepsis (infection in Committee will review results doring segularly
the blood), Anemia, and Hyperiension. sched:leld mestings to evatuste findings and
P BMENd plan as necassary.
Observation on October 22,2014, at 8:10 am.,, in
Resident #20's room revealed LPN #2
FORM CMS-2597(02-99) Previous Versions Obsalate Event ID:RZB711 Facifly D: TNGZ09 If continuation sheet Page 19 of 23

-




pEMoY. 14, ZUMHA':EIEM\ND ﬁOLSTON MANOR

ATl ur bies VIIAN 2ERvIGES
__CENTERS FOY MEDICARE & MEDICAID SERVICES

No. 1339 priP. 23 11/03/2014

FORM APPROVED .
OMB NOQ. 0938-0391
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A BUILDING

(X3) DATE SURVEY
COMPLETED

B. WING

1012212014
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{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX ({EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION)

1] PROVIDER'S PLAN OF CORRECTION

PREFIX {EACH €O,
TAG CROSS-REF

(%s)
RRECTIVE ACTION SHOULD BE COMPLETION
ERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 832 Continyed From page 19
administered the resident's momning medications.

Medical record review of the Physician’s
re-admission orders dated October 17, 2014,
revealed an order for Flagyl 800 mg by mouth

8very gight hours far 10 days (to prevent g fungal
infection during antibiotic therapy).

Medical record review of the Medication
Administration Record (MAR) dated October 17,
2014, to October 22, 2014, revealad the licensed
nurses had failed to administer the Flaygl since
the resident's admission (5 days).

Interview with LPN g2 on October 22, 2014, at
8:15 a.m,, in the 30¢ hallway confirmed Flagyi
500 mg was ordered by the physician and was
not given resuiting in a Mmedicalion error,

F 371 483.35() FOOD PROCURE,

8S=E | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered salisfactory by Federal, State or (ocal
authorities: and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is nat met as evidenced
by:

Based on observation, facllity policy review, and
interview, the facility failed to ensure sanitary
conditions during food preparation of groung
meat for one of one kitchen reviewed,

F 332

F 371

FORM CMS-2687(02-50) Praviaus Varsions'Obsolete Event Ib:RZBT11
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DE'II"U“'J". [} !:!II-.C ‘ZI U\.I.r? li:_i? l:EI'JTAND !-I Q.JI-IELIO‘N\JH?'\N?QEES

CENTERS FOR MEDICARE & MEQICAID SERVICES

STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA v | (R2YMULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER;. A BULDING GOMPLETER
) 445295 B. WiNG 101222014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. 21 CODE o
' ' MORJAL BLV,
HOLSTON maNOR :a!:t:sgio?zr, ™ 35664
SUMMARY STATEMENT aF DEFICIENGIES ) ' PROVIDER'S PLAN OF CORREGTION (x5)
é’é?é& {EACH DEFICIENCY MUST,BE PRECEDED By FuLL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY R LSC IDENTIFYING INFORMATION) TAG caoss-REFEREggggl'ég gg& APPROFRIATE &
F 371 Continued From page 20 F3r1 The filing of this Plan of Correctlon does not
! . constifute.an admission that the deficlencies alleged .
The findings included: did, in fact, exist. This Plan of Correction is'filed
as evidence of the Tacility to comply with the
. . requirement of participation engd eontlnue fo
il e || S
. [
;| hands. Continyed observalion revealgd Cook #1 E3%
.| orened the steamer door ang placed a pan of I On 1020714 Cook #] wpe iced by Diet J }
| ground meat into the steamer. Continued + Un S wes in-serviced by Dietary 1GJaefy
observation revealed Cogk #1 placed gloved pronager on faciliy palicy for Food Safety, :
. " . Proper use of Disposable Gloves apg Infection
| hands on hips. Continued observation at 12:15 Control, L
p-m., reveaied Cook #1 placed gloved hands in 2 A dietary sbaﬁ'\mrking'un evening of 10/20/14 [ bl% ' i
| aven mitts, opered the steamer door, and eze In-serviced on facility policy for Food
| remaved the pan of ground megt, -Continued i‘é’gﬁ’g’;ﬁg‘f of Disposable Gloves and
| observation revesied Cook #1 placed the pan of 3. Dittary Staffwill be in-serviced on Bood Safety, 1 '
ground meat on a work tahle and removed mitts Ptopec use of Disposable Glovey znd Tnfection aﬁil‘l
from gloved hangs Continued observation caatrol by the Risk Manager and/ or Dietary
revealad Cook #1, with the same gloved hands, anager by “""‘“&bﬁ 20, 2014. T‘;;? training
e ved the plastic fiim covering fror the grocnd orfentation., © 1° I%Huded i e hice
meat pan, obtained 5 food thermometer placed 4. Dictary Manger winl complate random , :
the thermometer in the ground meal, and louched observations to ensure fhat staffare following 12 ‘J Y
the ground meat-with o gloved hand, g?gjgs f°; fm?fé% P‘;gf; use %‘.‘Eimﬂ?‘eﬁ
a ton Con Audits per we,
. . " - X 4 weeks), lity Assurance Co ittee will
Rew_ew of faility policy, Faod Safety, Proper Use review res{l[tg::ri:g regﬂ]a?ly sch:m:ed“ v
of Disposable lovas, undatgd revealed "...Door meelings to evaluate findings and ammend plan a5
andlss and equipment are considered {o he necessary.
Contaminated. Wash hands and apply a clean
pair béfora returning to the tagk,
| Interview with ook #1 on Qctober 20, 2014, gt
112117 pm., in the Kitchen confirmed the ,'
contaminated gloves should have bean rempoved,
;| the hands washed, and new gloves appiied prior
to handling the food thermometer and touching
the ground meat.
mierview with the Dietary Manager on Qctober
22, 2014, at 8:30 a.m., in the kitchen office
confirmed the facility had failed to ensure sanitary
conditions in the Nandling of the ground meat with
FORM CMS-2567(02:99) Previgyg versions Obsolate Evanl ID: RZB711 Facllity fD: Troz0p it continuation sheet Page 21 of 23
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- have access o the kays,

be readily detected.

facility must store all drugs and biologleals in
locked compartments under proper tlemperature
contrals, and permit only authorized personnel to

The facility must provide Separately locked,
permanently affixed compariments for storage of
controlied drugs listed in Schedule I} of the
Comprehensive Drug Abuse Prevention and,
Control Act of 1978 and other drugs subject to
{ abuse, except when the facifity uses single unit
| package drug distribution systems in which the
quantity stored is minimal and a missing dose can

STATEMENT OF DEFICIENCIES (X1} PROVIDEFYSUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND FLAN QF CORRECTION IDENTIFICATION NUMBER; A BUILDING - COMPLEYVED
445295 B. WING 10/22/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 217 CODE m
3841 MEMORIAL BLYD
 HOLSTON MANOR KINGSPORT, TN 37664.
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX (EAGH DEFICIENCY MUSTBE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE N ey N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG °R°S&REFERE§§.§E.E,‘3 g;;)e APPROPRIATE .
- ( ‘
F 371 | Cantinued From page 21 F 371
| contaminated gloved hands.
F 431 483.60(b), (d), (e) DRUG-RECORDS, F 431
§8=D | LABEL/STORE DRUGS & BIOLOGICALS The filing of this Ftan of Cerrecfion doss wor
. ;;3&15;11?& an admigs t the deficienciea alleged
| The facility must employ or obtain the services of s vidence op E‘:;f,f;’::::ﬁf{;”‘m‘;ﬁ;’ filed
] a licensed pharmaclst who establishes g System requitement of pariicipation and cﬁn.i,,ue ,f,
| of records of receipt and disposition of gli provide bigh quality vesident cace.
controfled drugs in sufficient detail to enabile: an .
accurate reconciliation; and determines fhat drug Edq
recards are in order and that an account of all L. On 1022/14 Nurse 2 re i ;
N o ' moved expired
controlled drugs is maintained and periodically fromn medica d obminedl:ew b'gzs:tgjn / 0/33/ 1y
reconciled. 2 Onlonyia ger, Assistant Director of
; Nursng atd Unit Manager nudited o 10/ 22] iy
| Drugs and biologicals used in the facility must be acs ers o J0F eXpired insulin and no
labeled in accordance with currently accepted 3. Lieensed Nurses wil] pe in-serviced op
professional principles, and include the Medication Storage and Handfing by Risk /I/.u //9
| @rproprizte accessory and cautionary g’a"aavr-andfor Ditcator of Nurging by
instructions, and the expiration date when Svember 20, s Training will continue
applicable to be included in new hire arientation. :
Pp . % Risk Manager and/ or Assistant Director of /ale / X
. Nursing will complete random audits of
| In accordance with State and Federal laws, the medication ¢

nwessary,

surince Commitiee, will
regularly sehedylag
findings and amend plan a3

feview results during
méelitigs fo cvaluate

FORM CMS-2567{02.58) Frevious Versions Obzolete
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F 431 Continued From page 22

This REQUIREMENT s naot
by
Based on ohserva
Mmanufacturer's recomme
i the facility failed to disca
manner for one
medication caris observed.

The ﬁr;dfngs included:

revealed the in
September 15,
October 12, 201 4,

Review of the manufa
Prescribing Informati
Suppliedetorage an
use a vial may be ke

Interview with LPN
10:

tion, review of the
ndations, and interview, |
rd insulin in 5 timely
medication ¢

sulin had an open
2014, and a discarg date of

Cturer's insert, Highlights of
On, revealed, "16. How

d Handling.
pt...for 28 ¢

met as evidencad

art (300 hall) of six

date of

-Vials: After initial
ays..."
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